SOUTHWEST MEDICAL EXAMINATION SERVICES, INC.
12001 NORTH CENTRAL EXPRESSWAY

SUITE 800

DALLAS, TEXAS 75243

(214) 750-6110

FAX (214) 750-5825

Notice of Independent Review Decision

DATE OF REVIEW: October 19, 2009

IRO CASE #:

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE:

Physical therapy x 9 visits to include CPT code #97035, 97140, 97014, and 97110

A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION:

Diplomate of the American Chiropractic Neurology Board
REVIEW OUTCOME

Upon independent review the reviewer finds that the previous adverse
determination/adverse determinations should be:

<] Upheld (Agree)
[ ] Overturned (Disagree)

[ ] Partially Overturned (Agree in part/Disagree in part)

INFORMATION PROVIDED TO THE IRO FOR REVIEW

Medical records from the URA include:

Medical records from the Requestor/Provider include:



PATIENT CLINICAL HISTORY:

Per the available medical records, the patient has been treating with D.C., who has
requested nine additional physical therapy treatments for his cervical, lumbar, and
shoulder sprain/strains.  Included in that request is documentation for ultrasound,
electrical stimulation, hot packs, and manipulation.

There are MRI scans that reveal mild Type Il anterior acromion, supraspinatus tendinosis
without evidence of forceful tear, tiny partial substance interstitial tear in the distal
supraspinatus, and small effusion in the subacromial/deltoid.

The patient has had epidural steroid injections, physical therapy, and chiropractic since
the date of her injuries.

A cervical MRI revealed posterior disc osteophyte at C5-6 and C6-7.

ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL
BASIS. FINDINGS, AND CONCLUSIONS USED TO SUPPORT THE DECISION.
Based on the information provided, | would uphold the denial of the preauthorization of
additional nine visits based on the Official Disability Guidelines. The patient has had
extensive physical therapy well beyond the normal guidelines for this type of injury and it

has not proved to be of benefit. Therefore, based on the ODG Guidelines, the denial of
an additional nine visits of physical therapy is upheld.

A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR
OTHER CLINICAL BASIS USED TO MAKE THE DECISION:

[ ] ACOEM- AMERICAN COLLEGE OF OCCUPATIONAL &
ENVIRONMENTAL MEDICINE UM KNOWLEDGEBASE

[ ] AHCPR- AGENCY FOR HEALTHCARE RESEARCH & QUALITY
GUIDELINES

[ ] DWC- DIVISION OF WORKERS COMPENSATION POLICIES OR
GUIDELINES

[ ] EUROPEAN GUIDELINES FOR MANAGEMENT OF CHRONIC LOW
BACK PAIN

[ ] INTERQUAL CRITERIA

[ ] MEDICAL JUDGEMENT, CLINICAL EXPERIENCE, AND EXPERTISE
IN ACCORDANCE WITH ACCEPTED MEDICAL STANDARDS

[ ] MERCY CENTER CONSENSUS CONFERENCE GUIDELINES
[ ] MILLIMAN CARE GUIDELINES

<] ODG- OFFICIAL DISABILITY GUIDELINES & TREATMENT
GUIDELINES



[ ] PRESSLEY REED, THE MEDICAL DISABILITY ADVISOR

[ ] TEXAS GUIDELINES FOR CHIROPRACTIC QUALITY ASSURANCE &
PRACTICE PARAMETERS

[ ] TEXAS TACADA GUIDELINES
[ ] TMF SCREENING CRITERIA MANUAL

[ ] PEER REVIEWED NATIONALLY ACCEPTED MEDICAL
LITERATURE (PROVIDE A DESCRIPTION)

[ ] OTHER EVIDENCE BASED, SCIENTIFICALLY VALID, OUTCOME
FOCUSED GUIDELINES (PROVIDE A DESCRIPTION)



	SOUTHWEST MEDICAL EXAMINATION SERVICES, INC.
	12001 NORTH CENTRAL EXPRESSWAY SUITE 800
	DALLAS, TEXAS 75243
	(214) 750-6110
	FAX (214) 750-5825
	Notice of Independent Review Decision
	DATE OF REVIEW:  October 19, 2009
	IRO CASE #: 
	DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE:
	Physical therapy x 9 visits to include CPT code #97035, 97140, 97014, and 97110
	A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION:
	Diplomate of the American Chiropractic Neurology Board
	REVIEW OUTCOME
	Upon independent review the reviewer finds that the previous adverse determination/adverse determinations should be:
	Upheld (Agree)
	Overturned (Disagree)
	Partially Overturned (Agree in part/Disagree in part)
	INFORMATION PROVIDED TO THE IRO FOR REVIEW
	Medical records from the URA include:
	• 
	Medical records from the Requestor/Provider include:
	• 
	PATIENT CLINICAL HISTORY:
	Per the available medical records, the patient has been treating with D.C., who has requested nine additional physical therapy treatments for his cervical, lumbar, and shoulder  sprain/strains.    Included  in  that  request  is  documentation  for  ultrasound, electrical stimulation, hot packs, and manipulation.
	There are MRI scans that reveal mild Type II anterior acromion, supraspinatus tendinosis without evidence of forceful tear, tiny partial substance interstitial tear in the distal supraspinatus, and small effusion in the subacromial/deltoid.
	The patient has had epidural steroid injections, physical therapy, and chiropractic since the date of her injuries.
	A cervical MRI revealed posterior disc osteophyte at C5-6 and C6-7.
	ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS, FINDINGS, AND CONCLUSIONS USED TO SUPPORT THE DECISION. Based on the information provided, I would uphold the denial of the preauthorization of additional nine visits based on the Official Disability Guidelines.  The patient has had extensive physical therapy well beyond the normal guidelines for this type of injury and it
	has not proved to be of benefit.  Therefore, based on the ODG Guidelines, the denial of an additional nine visits of physical therapy is upheld.
	A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR OTHER CLINICAL BASIS USED TO MAKE THE DECISION:
	ACOEM- AMERICAN COLLEGE OF OCCUPATIONAL & ENVIRONMENTAL MEDICINE UM KNOWLEDGEBASE
	AHCPR-   AGENCY   FOR   HEALTHCARE   RESEARCH   &   QUALITY GUIDELINES
	DWC-  DIVISION  OF  WORKERS  COMPENSATION  POLICIES  OR GUIDELINES
	EUROPEAN GUIDELINES FOR MANAGEMENT OF CHRONIC LOW BACK PAIN
	INTERQUAL CRITERIA
	MEDICAL JUDGEMENT, CLINICAL EXPERIENCE, AND EXPERTISE IN ACCORDANCE WITH ACCEPTED MEDICAL STANDARDS
	MERCY CENTER CONSENSUS CONFERENCE GUIDELINES
	MILLIMAN CARE GUIDELINES
	ODG- OFFICIAL DISABILITY GUIDELINES & TREATMENT GUIDELINES
	PRESSLEY REED, THE MEDICAL DISABILITY ADVISOR
	TEXAS GUIDELINES FOR CHIROPRACTIC QUALITY ASSURANCE & PRACTICE PARAMETERS
	TEXAS TACADA GUIDELINES
	TMF SCREENING CRITERIA MANUAL
	PEER REVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE (PROVIDE A DESCRIPTION)
	OTHER EVIDENCE BASED, SCIENTIFICALLY VALID, OUTCOME FOCUSED GUIDELINES (PROVIDE A DESCRIPTION)

